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Advertising is a necessity of big business in our modern economy. 
Each large producer spends millions yearly on television, radio, maga- 
zine or newspaper commercials. These media are controlled by a code 
of decency. This eliminates their availability to manufacturers of con- 
traceptive devices. The latter, by statistics, are big business. A good 
sales engineer must find other avenues of promotion for these products. 
In his eagerness he might proselytize physicians who evolve their own 
moral code, social workers who act on pragmatic norms, or clergymen 
whose opinions can be colored by their financial need. 

An example of such promotion could be a brochure entitled ‘Simple 
Methods of Contraception.’ This was circulated by mail to doctors 
in the recent past. It was an alleged report of a scientific symposium. 
Its sales promotion value was enhanced by the doctors on the panel 
when they expressed scientific objections to the newer (pill) methods 
of birth control. It might have been coincidence that distribution of 
this booklet was followed shortly by a sample of a contraceptive device. 
Many physicians, who received both, were disturbed justifiably. 

Now, commercialism will brook no obstruction by a debate on 
moral values. However, for our members who are interested in the 
latter, the following references are important: 


1. “Fertility Control and the Moral Law,” John J. Lynch, S.J., 
Tue LiInAcRE QuarTERLy, XX, August, 1953, pp. 83-88. 

2. “Another Moral Aspect of Fertility Control,’ John J. Lynch, 
S.J.. THE LINACRE QuarTERLy, Nov., 1953, pp. 119-23. 

3. Medico-Moral Problems, Gerald Kelly, S.J., 1958 Edition, 
Chap. 19, pp. 149-167. The Catholic Hospital Association. 

4. ‘Myth of Overpopulation,’’ Clement Mihanovich, Ph.D., THE 
LINACRE QUARTERLY, XIX, May, 1952, pp. 50-53. 

5. “Contraception — a Violation of God's Law,” Wm. J. Kean- 


ealy, S.J., Catholic Mind, Vol. XLVI, No. 1029, Sept., 1948, 
Dude: 

And finally, advertising knows no monopoly. The Roll Call car- 
ried at the end of each issue of THE LiINAcRE QUARTERLY is promotion 
by the National Federation of Catholic Physicians’ Guilds. In it, the 
Federation lists, coast to coast, the leaders of guilds of physicians who 
embrace the same credo. In this, they accept the direction of qualified 
specialists in morality. With this direction and in the words of Pius 
XII, they can devote their energies “to cure and to aid — not to harm 


or kill.” 
Wi .uiam J. Ecan, M.D. 
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Newer Aspects of Medicine in 


the Mission Field 


BroTHER GEorGE HuNcERMAN, E.M.S.I., M.D. 


PT HE HEADLINES and news- 

casts of our time are fraught 
with the unrest of the world. The 
news from mission areas is often 
confusing and contradictory. There 
could be strong temptation to 
mentally and spiritually turn our 
backs on it all. Slogans such as 
“wait till the dust settles” or “op- 
eration rathole’ to describe 
American foreign aid have been 
somewhat popular. The _ timid 
Catholic may be tempted to won- 
der whether missionary activity in 
some places is worthwhile or last- 
ing. 

There are some facts, however, 
that are not denied by anyone; 
the ancient static civilizations of 
the mission world are breaking up 
and new ways of life are in the 
making. The mission peoples are 
dissatisfied with a way of life that 
offers desperate poverty and semi- 
starvation to so many. 

The missionary duty of the 
Church and, indeed, a great deal 
of her future prospects are ines- 
capably bound to this ferment and 
struggle. The value of presenting 
the Church in her charitable and 
educational work as a living, ef- 
fective reality, cooperating with 
the best interests and ideals of the 
new nations was never greater. 
It may be that the importance of 
this is seen more easily by an ob- 
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servant Asiatic or African Catho- 
lic, living close to the revolution- 
ary changes in the non-Christian 
world. 

Indonesia's senior native 
Bishop, His Excellency Albertus 
Soegiapranata, S.J., Vicar Apos- 
tolic of Semarang, in a recent in- 
terview used the strongest terms 
in warning that unless the Uni- 
versal Church takes a lead in the 
development of the peoples of 
Africa and Asia she faces the 
prospect of losing them the same 
way she lost the European work- 
ing class in the last century. He 
said, ‘“Think about what happened 
with the vast labor forces of 
Europe in the last century. Most 
of them are lost for the Church. 
Why? Because the Church ab- 
stained for a long time from tak- 
ing their problems seriously. This 
must be a warning for us.”’ 

Physicians who have served in 
the armed forces in Korea or other 
parts of the Far East will have 
some knowledge of the general 
health conditions, but to others 
some of the following estimates 
may be startling. 

The World Health Organiza- 
tion’s recent estimate for the 
world is one hundred and fifty 
million cases of malaria, the great- 
est single cause of invalidism or 
chronic illness. The weakness 
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caused by its recurrent attacks, 
according to United Nations 
economists, is a cause of immense 
monetary loss. Five million people 
suffer from malaria in India alone, 
and the amount of work-time lost 
is estimated at $30,000,000 a year; 
in Mexico the loss is calculated at 
$18,000,000. 


In India, five hundred thousand 
people die each year from tuber- 
culosis; one-half of their children 
do not reach the age of ten years. 
Two hundred thousand Indians 
die of cholera (Bouffard’s Per- 
spective Sur Le Monde, 1957 edi- 
tion. ) 


One-third of the 4,500,000 cases 
of leprosy in the world are in 
Africa. A complete medical survey 
of a small African village, made by 
two British doctors in 1949, 
showed that 95% of the people 
had suffered from malaria; 77% 
had yaws; almost 100% were in- 
fected by one or another of the 
worm diseases. The incidence of 
schistosomiasis (bilharzia), 9% in 
this village, was lower than aver- 
age. Some 33% of the children 
under five years, and 15% of all 
others, suffered from malnutrition. 
The World Health figures for 
many other diseases, such as blind- 
ness causing trachoma, are equal- 
ly large. 

The reader may wonder how 
the Church can meet this great 
challenge and opportunity, and 
how this concerns Catholic physi- 
cians in the United States. High 
among the good works that show 
Christian charity in action to the 
non-Christian world are the medi- 
cal missions. The Protestants, in 
particular, have long made effec- 
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tive use of this apostolate. Physi- 
cians who serve as visiting men 
or who are on the staffs of the 
larger general or city hospitals 
know that it is not rare to meet 
earnest young residents and some- 
times husband and wife teams 
preparing to dedicate their lives, 
or a considerable part, to the Prot- 
estant medical missions. 


In 1936, the Sacred Congrega- 
tion of Propaganda Fide issued a 
formal decree urging special at- 
tention to health work in the mis- 
sions and urging that ‘‘Sisters 
should obtain certificates as doc- 
tors and nurses.” This decree re- 
versed for the mission fields a 
longstanding policy in the Church 
— that the practice of medicine 
should be the vocation of lay men 
instead of religious. 


In accordance with this direc- 
tive, there are now several 
excellent Institutes for women, 
dedicated specifically to medical 
missionary work. These include in 
their membership doctors, nurses, 
and technicians of all kinds. In 
this particular apostolic endeavor, 
at any rate, the women lead the 
men. The first male religious Insti- 
tute dedicated specifically to the 
medical missions was established 
at Framingham, Massachusetts, in 
1952 by Reverend Edward F. 
Garesche, S.J., with authority from 
His Excellency, Richard J. Cush- 
ing, Archbishop of Boston. In 
1955, it was recognized as an In-~- 
stitute of Diocesan Right under 
the title of ‘““The Sons of Mary, 
Health of the Sick.” 


One of the primary purposes of 
the Community is to form centers 
in the mission areas for the train- 
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ing of lay workers who will func- 
tion as nurse catechists. These 
people will receive special training 
to go out into underdeveloped 
areas in organized groups to visit 
and help the sick poor, regardless 
of race, creed, or color. These na- 
tive lay workers will be under the 
leadership of a native head nurse 
or doctor and supervised by the 
members of this American com- 
munity. 

The great advantage of using 
native personnel who will agree to 
this plan on salary for a time fol- 
lowing their training is that it will 
multiply workers. One cannot fore- 
see that there will ever be enough 
trained persons from America or 
Europe to do the necessary work 
by themselves. Much of this work 
will be in the nature of preventive 
medicine, public health and health 
education. 


The new community is definite- 
ly designed to create a group of 
organized lay apostles in the mis- 
sion fields to labor with the mis- 
sionaries in their medical and cate- 
chetical efforts. It is evident that 
special training is needed for the 


Sons of Mary, Health of the Sick, 


themselves, in order to accomplish 


this highly specialized apostolate. 
It is necessary, therefore, to either 
recruit members who have received 
the required training in medicine, 
nursing, and technical work, or to 
train members after they have 
joined. 

In advancing this work, it is 
planned to recruit lay volunteers 
or auxiliaries, that is, a group of 
qualified lay people, who, while 
not becoming religious, would give 
a certain amount of time to prac- 
ticing or teaching medicine, nurs- 
ing, or the auxiliary specialties. In 
laying the foundation, it is also 
hoped to make use of the training 
facilities of some of the excellent 
Catholic hospitals already estab- 
lished in the missions. 


The combination of established 
hospitals and lay volunteers added 
to the professionally trained mem- 
bers of the Society will greatly 
speed the establishment of mission 
foundations. Anyone wishing to 
offer help or obtain information 
about this project, may write to 
the: 


Sons of Mary, Health of the Sick 
Sylva Maria 
Framingham, Massachusetts 
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CURETTAGE FOR UTERINE HEMORRHAGE 
DURING PREGNANCY 


F. G. Stuart, M.D. 
Director, Department of Radiology 
St. Joseph’s Hospital, Victoria, British Columbia 


HE PURPOSE of this article 

is to consider the place of 
uterine curettage in the treatment 
of hemorrhage during pregnancy 
prior to the attainment of fetal 
viability. Because this is of in- 
terest to theologians as well as 
physicians, the terms used to de- 
scribe the scope of this paper will 
be defined for the orientation of 
the former. 


Uterine curettage is an operative 
procedure the essence of which is 
the introduction of a curetting in- 
strument into the cavity of the 
uterus for exploratory or therapeu- 
tic manipulative purposes. It is 
usually preceded by dilatation of 
the cervical canal to facilitate ac- 
cess to the uterine cavity. 


Curetting instruments are either 
open loops or spoonlike scrapers 
attached to long handles. They 
may be sharp or blunt edged. They 
are intended to scrape out the 
lining mucous membrane of the 
uterus for either diagnostic study 
or therapeutic benefit. The scrap- 
ings will therefore include any- 
thing adhering to, arising from or 
contained within the lining mem- 
brane. The entire procedure is 
commonly referred to as simply 
“curettage.” It should be noted 
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that any intrusion upon the con- 
fines of the uterine cavity by a 
curette or any other instrument is 
liable to cause a pregnancy, if one 
is present, to be interrupted, i.e., 
aborted. 

Hemorrhage during pregnancy 
prior to the attainment of fetal 
viability very often arises from an 
area of the uterus of variable size 
where the placenta has become de- 
tached from its implantation site 
on the uterine wall. Such hemorr- 
hage is said to be contingent upon 
the pregnant state to distinguish 
it from other causes such as cancer 
which are definitely unrelated to a 
concurrent pregnancy. 

Fetal viability outside the uter- 
ine environment becomes a reason- 
able possibility after about 26-28 
weeks gestation depending upon 
the facilities available for the care 
of prematurely delivered infants. 


THE PROBLEM FOR SOLUTION 


Is the use of uterine curettage 
morally licit in the presence of 
pregnancy prior to fetal viability 
for the treatment of uterine hem- 
orrhage which is contingent only 
upon the existence of the pregnant 
state? 
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THE APPROACH TO A SOLUTION 
OF THE PROBLEM 

The use of curettage during 
pregnancy is specifically prohibited 
by Article 23 of the Canadian 
Hierarchy Moral Code! “unless 
the physician has sure reason for 
believing the fetus already dead 
or detached.” 


Its use is also interdicted by n. 
27 of Ethical and Religious Direc- 
tives for Catholic Hospitals”: “In 
all cases in which the presence of 
pregnancy would render some pro- 
cedure illicit (e.g., curettage), the 
physician must make use of such 
pregnancy tests and consultation 
as may be needed in order to be 
reasonably certain that the patient 
is not pregnant.” 


A further prohibition of curet- 
tage is implied by n. 17 of Ethical 
and Religious Directives because, 
in the treatment of hemorrhage be- 
fore the fetus viability: “‘Proce- 
dures that are primarily designed 
to empty the uterus of a living 
fetus still attached to the mother 
are not permitted.” 


From a practical point of view 
solution of the problem presented 
obviously depends largely on the 
degree of precision with which the 
physician might be expected to be 
able to diagnose fetal death or the 
extent of detachment. 

There is at present no infallible 
or convenient objective method by 
which the suspected occurrence of 


1 Moral Code, Approved by Cana-~- 
dian Hierarchy, October, 1954. The 
Catholic Hospital Association of Canada, 
1 Stewart St., Ottawa. 

2 Ethical and Religious Directives for 
Catholic Hospitals. The Catholic Hospi- 
tal Association of the United States and 
Canada., St. Louis 4, Mo., U.S. A. 
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either of these phenomena may be 
quickly confirmed in utero. The 
manner by which one reaches a 
decision regarding these crucial 
points is open to some debate and 
in practice usually resolves itself 
into a matter of opinion based on 
clinical judgment. 


That there are tangible difficul- 
ties involved in the solution of the 
problem is borne out in the writ- 
ings of various competent authors 
on medical ethics who have direct- 
ed their attention to the matter. 


SOME THEOLOGICAL OPINIONS 
Father Gerald Kelly makes no 


pertinent reference to uterine cur- 
ettage in any of his five separate 
booklets of Medical-Moral Prob- 
lems? which where published up 
to 1956 or in any of his contribu- 
tions to THE LINACRE QUARTERLY 
to date. 


In his new single volume edition 
(1958) of Medico-Moral Prob- 
lems* there are two pertinent ref- 
erences. 


On page 53 Father Kelly ex- 
presses his view that there is am- 
biguity in the requirement of con- 
sultation “for all curettages and 
other procedures by which a 
known or suspected pregnancy 
may be interrupted’’ in a short 
criticism of the Standard of Medi- 
cal Consultation formulated by the 
Joint Commission on Accreditation 
of Hospitals. He states that if this 
means that even the direct inter- 


ruption of pregnancy before viabil- 


3 Medico-Moral Problems, Parts I-V, 
Gerald Kelly, S.J. Catholic Hospital As- 
sociation, St. Louis 4, Mo., U. S. A. 

4 Medico-Moral Problems, 1958, Ger- 
ald Kelly, S.J. Catholic Hospital Asso- 
ciation, St. Louis 4, Mo., U. S. A. 
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ity is permissible on medical 
grounds if agreed to by consulta- 
tion it is morally unacceptable. 
However if it means that these 
procedures might indirectly inter- 
rupt a pregnancy before viability 
it is then morally acceptable. 


Because of the existence of this 
doubt the specific recommendation 
of consultation prior to curettage 
has been intentionally omitted 
from the Guide for Preparation of 
Medical Staff By-Laws prepared 
by the Council on Hospital Ad- 
ministration of the Catholic Hos- 
pital Association. Father Kelly 
concedes that individual hospitals 
may make more stringent rules but 
care must be observed to have no 
rules for consultation which even 
by implication might allow immoral 
procedures if consultants approve 
of them. 


The second pertinent reference 
is chapter 11, “Ergot and Abor- 
tion.”” In discussing the use of the 
oxytocic drug ergot in the treat- 
ment of hemorrhage prior to viabil- 
ity Father Kelly reaffirms the con- 
clusion he arrived at some time 
previously in the old Part II of 
Medico-Moral Problems. He be- 
lieves that the use of ergot is 
morally acceptable in serious hem- 
orrhage. This is because the 
physician intends it to initiate a 
“living ligature’’ mechanism where- 
by the uterine muscle fibres, by 
contracting in response to the 
stimulus of this drug, constrict the 
open maternal blood vessels and 
thus stem the flow of blood from 
these bleeding points. In other 
words the use of ergot is a direct 
treatment of a dangerous patho- 
logical condition in the mother. A 
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secondary unintended and unde-. 
sired consequence of this treatment 
may be the expulsion of the fetus 
from the uterus, i.e., an indirect 
abortion. 


At the conclusion of this chap- 
ter, on page 89, Father Kelly 
shows that he is well aware of the 
problem confronting the physician 
who must decide if a fetus is dead 
or detached while the mother is 
hemorrhaging seriously. In this 
crisis he asks only that the physi- 
cian be able to say with a certain 
conscience that “most likely the 
fetus is dead or already detached” 
or ‘‘in all likelihood the fetus is 
dead” because in such situations 
the weight of odds favoring this 
probability is heavy enough to be 
tantamount to certainty. He gives 
one the impression that it would be 
an over-scrupulous demand to re- 
quire the physician to make a pre- 
cise irrefutable diagnosis because 
it is well nigh humanly impossible 
to do so. 


To look at the matter in another 
way it would seem that Father 
Kelly's line of thought very aptly 
resolves a difficult dilemma for 
the doctor who may be fearful of 
doing evil whether curettage is 
withheld or performed. By with- 
holding action the physician may 
be giving the benefit of doubt to a 
fetus who is already dead. To 
allow the mother to die under such 
circumstances would be undesir- 
able. On the other hand, by tak- 
ing positive action, i.e., performing 
curettage, there is a remote likeli- 
hood of hastening the death of a 
fetus who is already virtually de- 
tached and dying from want of 
sustenance which is irretrievably 
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by-passing him via the hemorr- 


hagic flood. 


Fathers E. Godin and J. P. E. 
O’Hanley® may be considered to 
be in close accord with Father 
Kelly's view when they state, ‘If 
hemorrhage is so severe as to en- 
danger the life of the mother 
curettage of the uterus, in practice, 
is morally permissible, even if the 
fetus is not yet viable.” 


Taken literally there is some 
possibility of an indiscriminating 
reader's concluding that this state- 
ment condones direct abortion and 
is contradictory to Article 16 of 
the Canadian Moral Code and n. 
15 of Ethical and Religious Direc- 
tives, each of which states ‘‘Direct 
abortion is never permitted.”’ This 
however is not the case because the 
words “in practice’ included in 
their statement may be presumed 
to imply the same line of reason- 
ing suggested by Father Kelly, 
namely, that there is a reasonable 
presumption that the fetus is dead 
or detached. Therefore, curettage 
serves simply to remove the dead 
fetus. 


CONSENSUS OF OPINION 


The views of the authors just 
cited seem to come to this: in 
emergency situations which make 
it impossible to form a perfectly 
clear estimate of the condition of 
he fetus, a sound presumption that 
t is already dead or already de- 
ached is sufficient to justify the 
smptying of the uterus in order to 
stop the dangerous hemorrhage. 


5 Hospital Ethics, Rev. Edgar Godin 


ind Rev. J. P. E. O'’Hanley, 1st Ed., 
957, Hotel Dieu Hospital, Bathurst, 
NY. B., Canada. 
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One basis for such presumption 
is profuse and dangerous hemorr- 
hage. A doctor who is working 
against time in order to save a 
mother’s life may follow this pre- 
sumption in order to justify a 
curettage which is simply for the 
removal of the contents of the 
uterus, including a fetus that is 
presumptively dead or detached, 
as part of the procedure for the 
control of the hemorrhage. 


This conclusion however is not 
one that can be conveniently for- 
mulated into an easily applicable 
general rule because it presupposes 
the recognition in every instance 
of the very fine distinction between 
illicit direct abortion on the one 
hand and morally lawful removal 
of a dead fetus on the other. 


Theoretically the person best 
qualified to make this distinction 
in any given individual case would 
be an experienced obstetrician of 
mature judgment who also has a 
thorough knowledge and under- 
standing of the principles of medi- 
cal morality. This is, of course, an 
unrealistic standard to expect from 
all physicians. There will there- 
fore exist a potential danger of 
inexperienced or incompletely in- 
formed physicians resorting to 
curettage a little too soon in cases 
of only questionably severe uterine 
hemorrhage. Obviously, in the ab- 
sence of an emergency, medical or 
moral consultation should be ob- 
tained when there exists doubt or 
uncertainty. 

That this potential danger may 
actually materialize is attested to 
by the following case summary 
which is cited to illustrate some of 
the pitfalls to be avoided in the 
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management of hemorrhage during 
pregnancy prior to fetal viability. 


CASE SUMMARY 


This is a brief summary of the 
case of a thirty-year-old married 
woman, 


Entrance Complaint. Elevation of 
temperature and persistent vaginal 
bleeding following uterine curet- 
tage ten days ago. 

Past History. Gravida 7: Para 4: 
Patient had been treated at various 
times during the past ten years for 
chronic pelvic inflammatory dis- 
ease. She had a record of having 
definitely aborted twice in the past 
and possibly once again recently. 
History of Present Illness. Patient 
became pregnant about three 
months ago for the seventh time. 
During the current pregnancy she 
had been treated on two or three 
occasions by bed rest because of 
threatened abortion. She claimed 
that two weeks ago she had spon- 
taneously aborted. There was no 
other confirmation of this beyond 
her own statement of having 
passed ‘‘tissue’’ which she flushed 
away not realizing it should have 
been retrieved for examination by 
a physician, 

Following this event she con- 
tinued to bleed intermittently. For 
this reason her physician enter- 
tained a diagnosis of incomplete 
abortion. She was accordingly 
admitted to the hospital. After 
confirmation of the diagnosis by a 
qualified gynecological specialist 
through mandatory consultation, 
curettage of the uterus was per-~ 
formed by her attending physician. 
This yielded only a few fragments 
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of tissue, identified on micro- 
scopic examination as degenerated 
decidua. The patient was there- 
after discharged. 

During the ensuing ten days at 
home intermittent vaginal bleeding 
persisted and the patient developed 
an elevation of temperature and 
general malaise. The present ad- 
mission to hospital was therefore 
ordered. 


Progress Notes during Current 
Admission. Antibiotic therapy was 
immediately instituted following 
admission. She was kept under 
observation for a couple of days 
during which it was noted that 
vaginal bleeding was quite persist- 
ent. Her condition was not how- 
ever considered precarious. A con- 
sulting gynecologist found the 
uterus on external examination to 
be rather larger than one would 
expect after an abortion and de- 
scribed it as “bulky.” The possi- 
bilities considered in the differen- 
tial diagnosis were sub-involution, 
chronic endometritis and incom- 
plete septic abortion. He elected 
to defer vaginal examination until 
it could be done under anesthesia 
in a day or two. 


Operative Findings. Visual exam- 
ination of the vagina after induc- 
tion of anesthesia revealed pro- 
lapse of a short loop of umbilical 
cord through a partly open cervix. 
Digital exploration of the uterus 
confirmed the presence of a fetus. 
Although hemorrhage had never 
been severe enough to place the 
patient in a precarious condition 
the fetus was nevertheless extract- 
ed with the aid of an ovum for- 
ceps. It was partially dismembered 
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during the procedure. The pla- 
centa was found to be very adher- 
ent to the uterus but as much of it 
as possible was removed by digital 
efforts and gentle traction with an 
ovum forceps. Curettage was not 
done because of the symptoms of 
infection. Treatment was complet- 
ed by the administration of ergo- 
metrine and pitocin which was 
followed by packing of the uterine 
cavity. 


Pathological Findings. Detailed 
gross and microscopic examination 
of the dismembered fetus disclosed 
no evidence to indicate beyond a 
reasonable doubt whether death 
had occurred sometime prior to or 
during the manipulation of extrac- 
tion. The fetus was estimated to 
have reached about the twenty- 
first week of gestation. 


The patient was discharged a 
couple of days later in improved 
condition. 


DISCUSSION OF CASE 


The truth of the oft-repeated 
observation that the Moral Code 
attracts serious attention only on 
those occasions when an apparent 
contravention occurs is once again 
borne out by this case. 

Because these misadventures are 
usually due to a lack of knowledge 
of the Code, one wonders whether 
it might not be advisable to discuss 
various aspects of the latter from 
time to time at medical staff or de- 
partmental meetings. 

One point that now stands out 
prominently in retrospect is that 
the whole chain of unfortunate 
events which ensued followed the 
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acceptance of information from the 
patient which in the light of sub- 
sequent happenings proved to have 
been of a misleading nature. Skep- 
ticism of statements from unquali- 
fied observers is fully justified in 
cases such as this. Of course when 
the patient is in hospital restriction 
of bathroom privileges, retention 
of all ‘clots’ and “‘tissue’’ passed 
for pathological examination pretty 
well precludes the occurrence of 
this type of error. 


Possibly the most interesting 
facet of the case is the phenome- 
non of the fetus surviving ‘‘curet- 
tage”’ of the uterus only to succumb 
some days later. Had curettage 
completely evacuated the uterine 
contents in the first instance it 
would have been tantamount to 
direct abortion because hemorr- 
hage had not been alarming 
enough to reasonably presume that 
the fetus was in all likelihood dead 
and therefore removable. This is 
an example of what may inadver- 
tently occur in actual practice if 
the fine distinction between direct 
illicit abortion and licit removal of 
a dead fetus is not clearly under- 
stood and recognized. 


It is of some interest also to note 
the comment of the surgeon in his 
operative report that the placenta 
was quite firmly adherent to the 
uterus. This should remind physi- 
cians to be on the alert against 
assuming too soon that placental 
detachment is complete in the ab- 
sence of profuse hemorrhage. Sup- 
portive and other hemostatic mea- 
sures such as transfusion, oxytoc~- 
ics and packing must be pushed to 
the limit of their effectiveness even 
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in serious hemorrhage before one 
resorts to curettage. Had curettage 
not been performed during the ad- 
mission prior to the present hos- 
pitalization, the pregnancy might 
have continued on to full term. 
This possibility is postulated on 
the fact that the patient went 
through an uneventful full-term 
pregnancy the year before in spite 
of her long history of chronic pel- 
vic inflammatory disease. 

There is possibly room for some 
debate as to whether or not ex- 
traction of the fetus was actually 
justified when it was unexpectedly 
discovered at the time of examina- 
tion under anesthesia. Although 
one might argue that the preg- 
nancy appeared to be doomed 
(there is no doubt that it was cer- 
tainly prejudiced by the preceding 
curettage) it must be admitted that 
death of the fetus was by no 
means certain at the time and the 
placenta was subsequently found 
to have been firmly attached. In 
the absence of severe enough 
bleeding liable to be an immediate 
threat to the life of the mother it 
would have been ethically more 
prudent to use conservative hemo- 
static measures such as oxytocics 
and packing in this case. Then 
even if indirect abortion occurred 
it would have been a natural event 


in contrast to the questionable 
morality of direct extraction. 


CONCLUSION 


Uterine curettage for the treat- 
ment of serious hemorrhage con- 
tingent upon pregnancy prior to 
the attainment of fetal viability is 
morally licit only after the fetus 
has died or becomes detached. 


There is a high probability that 
at least one of these conditions is 
fulfilled when hemorrhage is so 
severe that it constitutes an imme- 
diate and serious threat to the life 
of the mother. In such circum- 
stances it is unlikely that the fetus 
is obtaining sufficient metabolic 
support from the mother via the 
placental circulation to sustain life. 


This justifies the assumption it is 
dead or detached. 


Application of this criterion pre- 
supposes that the physician recog- 
nizes the distinction between direct 
abortion and licit removal of a 
dead fetus. The theoretical ideal 
of absolute certainty is not always 
attainable by all physicians. There- 
fore, a reasonable margin of honest 
error in making judgments in sey- 
ere hemorrhagic emergencies is 
tolerable as a realistic calculated 
risk until greater precision becomes 
possible in the diagnosis of fetal 
death or detachment. 
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The Impediment of Impotency and 
The Condition of Male Impotence 
A Canonical-Medical Study 


Rev. Paut V. Harrincton, J.C.L. anp CuHartes J. E. KickHam, M.D., F.A.CS. 


To present the problems involved in the matter of male impotence as related to 
the validity of marriage, the canonical considerations, as prepared by Rev. Paul V. 
Harrington, ].C.L., were published in the August and November 1958 issues of The 
Linacre Quarterly. The medical study as set forth by Dr. Charles J. E. Kickham, 
appears in this issue. Dr. Kickham is a graduate of Holy Cross College and Harvard 
Medical School. He is Associate Professor of Urology at Tufts Medical School and 
is Surgeon-in-Chief, Department of Urology, St. Elizabeth's Hospital, Brighton; 
Carney Hospital, Boston, and Pondville Cancer Hospital at Norfolk, Mass. He is a 
diplomate of the American Board of Urology. 


MEDICAL CONSIDERATIONS 


AVING set forth the histori- 
cal evolution and present un- 
derstanding of the impediment of 
impotency and the condition of 
male impotency, it remains now to 
consider this canonical definition 
in the light of present-day medical 
knowledge and determine what 
diseases, anomalies or abnormal- 
ities would or might constitute an 
impotent condition. The possibil- 
ities of cure or remedy of such a 
condition will also be discussed in 
an attempt to discover which 
might be judged to be permanent. 
As mentioned previously, the an- 
tecedents of each condition can be 
determined by the fact of its con- 
genital nature or by the date of 
the surgery or accident which ac- 
counts for it. 


The etiological background of 
impotence may, in many instances, 
tax the diagnostic acumen of the 
most meticulous and painstaking 
mvestigator. A detailed present 
and past history with particular 
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emphasis on those features, per- 
taining to the sex apparatus, must 
be elicited. An evaluation of the 
person's attitude towards the other 
sex is necessary. A careful physi- 
cal examination should be carried 
out and an impression obtained as 
to the gonadal type involved. In- 
spection of the genital organs will 
reveal the existence of any anoma- 
lies or gross defects. Palpation of 
the scrotal contents is of impor- 
tance as any abnormal findings 
may be of real significance. The 
vas should be followed to the in- 
guinal canal and the size, consis- 
tency and location of the testes 
should be noted. The status of the 
epididymis must likewise be re- 
corded. The normalcy of the penis 
must be confirmed. These relative- 
ly simple procedures may provide 
a clue to the solution of the entire 
problem in an individual case. 


A complete neuropsychiatric 
evaluation may, at times, be in- 
dicated. Neurogenic factors may 
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be present whereby the reflex act 
is prevented by disturbances in 
the higher centers, or damage to 
the neuromuscular mechanisms, as 
a result of nerve lesions, may be 
evident. 


Organic factors, acquired or 
congenital, are commonly noted 
and, as previously stated, lack of 
continuity of the conducting chan- 
nels of the seminal tract may re- 
sult in an impotent condition ac- 
cording to the opinion of Cardinal 
Gasparri and his followers. 


On the purely functional basis, 
loss of potency may be due to 
neurotic or psychoneurotic sources 
with no gross pathologic changes 
demonstrable in the structure of 
the sex apparatus and no neuro- 
genic dysfunction or mechanical 
impediment to erection or ejacula- 
tion present, even though there 
may be minor and _ insignificant 
pathologic changes. Unconscious 
emotional disturbances, lack of 
confidence, sense of inferiority, 
introspection, frustration, worry, 
indifference and occasionally sex 
perversion may be encountered. 


Premature ejaculation is fre- 
quently encountered when the 
problem of impotence is presented. 
In this group the reflex mechanism 
is abnormally rapid and penil stim- 
ulation ends in too early ejacula- 
tion and before intromission has 
taken place. It is noted in the 
hypertonic person who is tense and 
emotionally overactive and in the 
hypotonic type who is disinterested 
and apathetic. This may lead to 
actual and complete impotence. 
The prognosis in the hypertonic 
is in most instances more favor- 
able. Premature ejaculation in the 
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early period of married life may 
not have particular significance 
especially in the sexually inexpe- 
rienced. The sex act generally at- 
tains normalcy after a certain 
amount of mutual adjustment has 
taken place. These couples should 
be reassured and advised by a 
competent medical authority. An 
important aspect of premature 
ejaculation is that in a definite 
number of cases especially in the 
introspective type, its repetition 
may result in lack of confidence, 
discouragement and frustration 
which may terminate in an intract- 
able true psychic impotence, which 
may require intensive psychother- 


apy. 


It should be recognized that the 
male is born with certain inherent 
sex endowments. In the weakly en- 
dowed, the sex factor may be an 
inconspicuous and unobtrusive ele- 
ment in his life and may mean 
little or nothing to him. He may 
not be aware of such deficiency 
until conjugal requirements make 
him realize his inadequacy. This 
may be manifested by entire lack 
of libido or deficient erectile power. 
He may not have the slightest 
desire to have marital relations and 
thus lacks the most basic and 
fundamental predisposition for the 
normal functioning of the sex ap- 
paratus. These men are extremely 
difficult to evaluate especially in 
excluding the psychic factor as 
well as in pinpointing the individ- 
ual who, for strictly selfish and 
ulterior motives, ‘protests his im- 
potence too much.” 


A knowledge of the anatomy 
and function of the organs in- 
volved in the sex act and an under- 
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standing of the physiological 
mechanisms of erection and ejacu- 
lation and the associated neuro- 
anatomy is essential to the proper 
appreciation of the problems in- 
volved in male impotence. 


The so-called seminal tract is 
formed by the testis, epididymis, 
vas deferens, ampulla of vas, sem- 
inal vesicle and ejaculatory duct. 
These organs are bilateral in the 
normal individual. The prostate 
gland has an accessory sex role. 
The testis has a two-fold function. 
The fundamental purpose is sper- 
matogenesis—the production of 
sperm which have their origin in 
the germinal cells of the semenifer- 
ous tubules. The second purpose 
is the elaboration of an androgenic 
hormone by the interstitial cells. 
The hormones exercise a control- 
ling power over the reproductive 
organs and promote male growth 
and are required for the normal 
development and physiological ef- 
ficiency of the sex and accessory 
sex apparatus. The development 
of the secondary male characteris- 
tics is also dependent on these 
hormones. Testicular inadequacy 
expresses itself in many ways and 
in varying degrees. It may be ab- 
solute as after castration, or rela- 
tive as in the involution of the 
aged. It may be failure of andro- 
genic function or a failure of sper- 
matogenic function. It may be 
primary in the testis itself or sec- 
ondary failure of the gonado- 
trophic activity of the anterior 
pituitary gland. It must be em- 
phasized that essential to the prop- 
er function of the testicles is the 
integrity of the master gland, the 
pituitary, which is the most im- 
portant and dominant member of 
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all the glands of internal secretion. 
The anterior pituitary secretes the 
gonadotrophic hormone which 
stimulates the interstitial cells to 
the production of androgen and 
controls spermatogenesis and regu- 
lates endocrine efficiency. 


The scrotum exercises a thermo- 
regulatory role. It has demonstrat- 
ed that sperm do not reach matur- 
ity in the higher temperatures of 
the inguinal canal and particularly 
within the abdomen. 


Following the production of 
sperm in the testes, they and any 
ancillary secretions are transported 
along the convoluted tubules of 
the epididymis through the vas 
deferens which dilates before 
entering the prostate gland to form 
the ampulla. At the base of the 
prostate it is joined by the duct of 
the seminal vesicle to form the 
ejaculatory duct which traverses 
the prostate and empties into the 
urethra. Obviously, occlusion of 
this seminal avenue at any point 
will prevent the testicular secre- 
tion on the involved side from 
reaching the urethra in the ejacu- 
late and, when bilateral, the entire 
secretion is eliminated. 


The seminal vesicles have a two- 
fold function serving as a reservoir 
or storehouse for the sperm and 
also secreting a liquid which mod- 
ifies and probably enriches its 
stored contents. The prostate 
gland’s only known role is the pro- 
duction of a secretion which, to- 
gether with the secretions of the 
seminal vesicles and bulbo-urethral 
glands, mix with the testicular 
component to form the ejaculate. 
The prostatic fluid forms the bulk 
of the ejaculate and dilutes the ex- 
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pelled contents from the ejacula- 
tory duct and probably separates 
and activates the sperm. The ex- 
pulsion of this seminal fluid from 
the vesicles and vas along the ejac- 
ulatory duct and from the prostate 
depends on the constriction of 
their smooth muscles as a reaction 
to stimulation of the sympathetic 
hypogastric plexus. 


Integrity of the parasympathetic 
and sympathetic pathways to the 
genitals and sex organs may be 
fundamental to the normal achieve- 
ment of erection and ejaculation. 
Erection is primarily a parasym- 
pathetic action with a sympathetic 
side-effect. Ejaculation is primarily 
sympathetic in origin with para- 
sympathetic assistance. These 
mechanisms are reflex from definite 
levels in the spinal cord and are 
supervised by control from the 
higher centers of the brain. 


Erection results from a_ reflex 
psychic or tactile sensory phenom- 
enon having its center in the para- 
sympathetic fibres of the 2nd, 3rd 
and 4th sacral segments of the 
cord. The impulses are carried 
along the internal pudendal nerve 
which effect dilatation of the penile 
arteries and consequent engorge- 
ment of the corpora cavernosa and 
spongeosa. This is associated with 
compression of the penile dorsal 
veins which preclude venous re- 
turn. Ejaculation is basically a 
complex reflex action from the 
upper lumbar area of the spinal 
cord. Three separate mechanisms 
are involved. Afferent impulses 
arise chiefly in the sense organs of 
the glans and are transmitted to 
the cord along the pudendal nerve. 
The summation of these stimuli 
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cause efferent impulses to leave 
the cord through sympathetic rami 
along the hypogastric plexus and 
excite contraction of the smooth 
muscles of the seminal vesicles, 
prostate and vas which empty 
their contents through their asso- 
ciated ducts into the posterior 
urethra. This is almost simultan- 
eously followed by active expul- 
sion of the seminal fluid through 
the urethral canal as a result of 
contraction of the striated bulbo 
cavernosus and_ ischiocavernosus 
muscles—a parasympathetic effect. 
Sympathetic contraction of the in- 
ternal sphincter takes place to pre- 
vent regurgitation of the ejaculate 
into the bladder. The higher cen- 
ters are not essential to erection 
and ejaculation but they may dras- 
tically modify these acts as psychic 
factors can readily stimulate or in- 
hibit them. 


The body of the ejaculate, 
whether in the absence or presence 
of sperm, is termed semen or 
seminal fluid. The quantity of fluid 
in each ejaculation varies among 
individuals and, in the same in- 
dividual, at various times, The 
average amount is approximately 
4 cc. In the normal individual, the 
semen is composed of secretions 
from the testes, probably the epi- 
didymi, the prostate gland and the 
bulbo-urethral glands, (Cowpers). 
The urethral glands of Littre serve 
a role of lubrication. The amount, 
which has its origin in the testis 
and epididymis, is extremely small 
and has been estimated to be about 
one-twentieth of the total ejacula- 
tion and this fraction would in- 
clude the sperm. This is entirely 
conjectural, however. In addition 
to the sperm there may be a minute 
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quantity of carrier fluid. However, 
there is no confirmatory test known 
at the present time, chemical or 
microscopic, which can detect a 
testicular component. It can be 
concluded, therefore, that when 
the presence of sperm cannot be 
demonstrated in an ejaculate, the 
presence of a testicular component 
cannot be proved. 


There is much discussion as to 
whether or not the sperm travel 
from the testes to the urethra at 
the time of ejaculation. It is not 
known definitely, although it is 
reasonable to assume that in the 
brief period of ejaculation the 
sperm could not travel the long 
conduit of the epididymis and vas 
into the urethra. It has been dem- 
onstrated that the vesicles function 
as a sperm reservoir and that, im- 
mediately prior to complete emis- 
sion, the sperm fill the ejaculatory 
duct. This explains the high con- 
centration of sperm in the initial 
portion of the semen. We have no 
data on how long sperm may re- 
main viably stored in the vesicles 
and it is our present opinion with 
no scientific proof that in the exci- 
tation period, prior to ejaculation, 
the sperm are carried to the upper 
seminal tract. It is well known that 
men who ejaculate very infre- 
quently may often have a normal 
number of active sperm of regular 
morphology. In a physiologic dis- 
cussion in which ducts and tubules 
are involved, it is difficult to be 
dogmatic. 


The sexual act may be rendered 
mechanically impossible by a phy- 
sical condition resulting from a 
lack of normal development of 
some portion of the sex system, 
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atrophy of these parts, disease or 
trauma. Organic sources may be 
congenital or acquired, Anomalies 
of the penis or urethra are not in- 
frequently noted as a cause of im- 
potence. The former are less com- 
mon, but when encountered, may 
have great significance. 


Congenital absence of the penis 
has been reported and is obvious- 
ly a cause of permanent impotence. 
Rudimentary development of the 
organ has been observed not infre- 
quently in which the penis is so 
small that it is entirely enveloped 
and concealed in the redundant tis- 
sues of the scrotum, pubis and per- 
ineum, making coitus impossible. 
A malformation which may be 
amenable to surgical correction is 
transposition of the penis and 
scrotum. Thirty-three instances of 
reduplication of the penis have 
been reported and may be reme- 
died surgically. 

Urethral anomalies are a fre- 
quent cause of impotence. Stenosis 
of the external urethral meatus 
may interfere with ejaculation but 
this condition is readily cured by 
meatotomy and urethral dilatation. 
Hypospadius, a congenital defect, 
in which the canal terminates on 
the under-side of the penis is a 
common congenital anomaly. Var- 
ious gradations occur from an 
opening on the glans just behind 
the normal site to one located in 
the perineum. The anatomical va- 
rieties are classified depending on 
the position of the orifice. The 
glans or balanitic-type in which the 
urethral opening is on the under 
surface of the glans, at the site of 
a rudimentary or absent frenum, 
rarely presents symptoms other 
than those due to a tight meatus 
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and since the trajectory of ejacula- 
tion is rarely affected, there is no 
question of impotency. The penile 
type has the orifice at any point 
between the glans and the peno- 
scrotal junction and its distance 
from the glans will affect the fac- 
tor of potency. In the peno-scrotal 
and perineal type, the sex act is 
seldom achieved because the penile 
deformity is so extreme due to 
severe chordee and the position of 
the urethral meatus is so situated 
that intro-vaginal emission be- 
comes mechanically impossible. 
These conditions may be amenable 
to surgical correction and there- 
fore impotency may not be per- 
manent. A variety of technical pro- 
cedures have been devised to at- 
tain the optimum anatomical and 
functional results. The two-stage 
procedure has been generally ac- 
cepted: the first stage is directed 
towards the correction of the 
chordee and at a later period, vary- 
ing from several months to years, 
a urethroplasty is performed to 
develop a normal functioning 
urethral canal. These anomalies 
are a significant factor in the prob- 
lem of male impotence and each 
case must be individually evaluated 
in relation to its reversibility. Even 
if the condition cannot be remedied 
or cured by surgical intervention, 
hypospadias would not constitute 
an impotent condition, if vaginal 
penetration and semination can be 
achieved by substituting, during 
the attempted relations, a position 
different from that usually and 
normally taken. 


In epispadias, the urethral open- 
ing is on the dorsum of the penis. 
It is not commonly observed. The 
glans type is of no import. The 
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more extreme grade is, in most in- 
stances, associated with exstrophy 
of the bladder, a malformation 
manifested by absence of the an- 
terior bladder wall and the over- 
lying portion of the lower abdom- 
inal wall. The posterior bladder 
musculature and trigone are 
pushed forward through the defect 
and lie on the level of or slightly 
above the abdominal surface. In 
complete exstrophy, there is total 
epispadias, separation of the pubis, 
a rudimentary broad-stumped 
penis as a result of the epispadial 
urethra and frequently cryptorch- 
ism. Impotence is always present 
in the male and corrective mea- 
sures give very little hope for 
relief. 


Congenital valves of the urethra, 
hypertrophy of the verumontanum 
and diverticula may at times im- 
pede ejaculation, but if properly 
managed, before irreparable dam- 
age has taken place, it is not a 
factor in impotence. 


Plastic induration of the penis 
(Pieroni’s disease) is an acquired 
condition of unknown etiology, in 
which the presenting symptom is 
curvature of the penis during erec- 
tion. This condition may render 
intromission impossible and excru- 
ciatingly painful, and may cause 
impotence. It occurs most frequent- 
ly in middle life and therefore in 
all probability subsequent to mar- 
riage, but is found in all ages. It 
may be considered irreversible in 
spite of various surgical and medi- 
cal measures which have been ad- 
vocated and employed for its re- 


lief. 


Malignant disease of the penis 
is not infrequently observed in the 
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young adult and when the lesion 
has extended beyond the glans, 
complete amputation may be re- 
quired with consequent complete 
and permanent impotence. In the 
more localized process of the dis- 
ease, partial removal may be war- 
ranted leaving a potentially func- 
tioning organ. In rare instances, 
penile amputation may be neces- 
sary following severe trauma. 


Elephantiasis of the genitals, 
due to local or systemic causes, 
may make coitus impossible but 
may frequently be relieved by ade- 
quate treatment of the primary 
disease. Inflammatory lesions or 
the late effects of trauma to the 
urethra and perineum may cause 
impotence. War injuries are par- 
ticularly a problem in this regard. 


~ Anomalies of the testes, apart 
from malposition, are exceedingly 
rare. As far as the writers are able 
to determine congenital absence 
of both testes has never been def- 
initely demonstrated. The role of 
malposition in impotence is uncer- 
tain although it is a well-recog- 
nized cause of sterility. In true 
cryptorchism, the undescended 
testicle, unilateral or bilateral, lies 
outside the scrotum although it is 
in the path of normal descent. In 
spite of a certain amount of dog- 
matism in the literature, our fac- 
tual knowledge of the entity is 
limited, as attested by the differ- 
ence of opinion regarding the ulti- 
mate fate of the involved gonad, 
the optimum time for initiating 
therapy and the type of treatment 
to be pursued. 


The human testis is normally 
found high on the posterior ab- 
dominal wall from which position 
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it descends during fetal life into 
the scrotal sac where it should be 
found at birth. Improper descent 
may occur when the gonad be- 
comes directed into some abnormal 
channel and may be found in the 
perineum or may lie in front of the 
external oblique fascia. True un- 
descended testis may result from 
its retention at some point along 
the path of its normal descent and 
one or both testes may be retained 
entirely within the abdominal cav- 
ity, in the inguinal canal, or in the 
upper part of the scrotum. A dis- 
tinction between true cryptorch- 
ism and the high riding or retract- 
ed testis should be made. In the 
latter, the scrotum may be col- 
lapsed on the involved side but 
does not have the undeveloped ap- 
pearance that accompanies the true 
undescended testis. The examiner 
can push or pull the retracted 
testis into the scrotum, but if it 
has not set in the scrotal bed by 
puberty, it should be considered 
undescended. 


When cryptorchism is observed 
beyond puberty, in the adolescent 
and young adult, the testis or 
testes are small and soft in con- 
sistency due to impaired blood sup- 
ply and to the increased tempera- 
ture of its resting area as com~- 
pared to the scrotum, and have 
undergone atrophy with probably 
permanent absence of spermato- 
genic function. The testis is also 
exposed to trauma when in the in- 
guinal area. The interstitial cells 
and their androgenic hormone 
elaboration may not be significant- 
ly affected but when the condition 
is bilateral and especially of the 
intra-abdominal variety, there may 
be loss of potency because of 


19 


diminished androgenic production. 
Engberg observed that men with 
bilateral undescended testes, treat- 
ed or untreated, excreted only one- 
half of the normal amounts of 
androgen and found the urinary 
gonadotropins high. This can well 
explain the lack of libido and the 
impotence noted in a certain per- 
centage of such men. It has been 
our personal experience that the 
male beyond puberty with bilateral 
intra-abdominal testes is in most 
instances impotent and exhibits 
systemic stigma of gonadal defic- 
iency, although this same conclu- 
sion cannot be made of the in- 
guinal group in spite of the asso- 
ciated atrophy and loss of sperma- 
togenesis. 


There is considerable difference 
of opinion regarding the optimum 
age for instituting treatment of the 
undescended testis, but it is gen- 
erally accepted that surgery must 
be carried out before puberty. A 
cogent argument against too early 
surgery is that irreparable damage 
to the circulation and function of 
the delicate gonads may result. 
Individuals who present them- 
selves for treatment in adolescent 
or adult life should be regarded 
as neglected cases. Gross and 
Jewett, in reporting a series of 
1222 cases, recommend that sur- 
gery be deferred, if possible, un- 
til the age of nine to eleven years 
except in the presence of a trouble- 
some hernia when it may be done 
at any time in infancy or early 
childhood. It has been substan- 
tiated that the otherwise normal 
but undescended testis and the 
testis in normal position keep pace 
in their development from birth to 
the pre-pubertal years, although 
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some investigators limit it to five 
years. It should be emphasized 
that as the position of the impris- 
oned testis becomes farther away 
from the scrotum, the percentage 
of operative success likewise de- 
creases, 


In summary, the individual in 
adolescent and adult life with un- 
treated bilateral undescended tes- 
ticles is sterile in practically all in- 
stances because all spermatogenic 
function has ceased. This is espe- 
cially true of the intra-abdominal 
group. Permanent impotence will 
also be frequently encountered in 
such cases. A low urinary 17 keto- 
steriod assay and a high gonado- 
trophin liter associated with fail- 
ure of normal sex attributes to 
manifest themselves are particular- 
ly poor prognostic signs. 


Since the spermatogenic func- 
tion of the testes concerns only the 
fertility or sterility of the individ- 
ual, and not his potency, the total 
lack of sperm production will 
never cause an impotent condition. 
However, if a condition of bilateral 
undescended testicles prevents any 
testicular component from appear- 
ing in the ejaculate, then, under 
the Gasparri opinion, the person 
will be impotent even if he is able 
to experience a normal erection, 
and if the condition cannot effec- 
tively be treated and is to be con- 
sidered permanent, any marriage, 
intended by the man, is to be pro- 
hibited and any union, already 
contracted by him, is to be de- 
clared invalid. 


Further, if the case of bilateral 
undescended testicles has resulted 
in a complete loss of hormonal 
function or has so reduced the 
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hormonal function to the point 
that the individual cannot expe- 
rience or sustain a normal erection 
and thus cannot penetrate, then 
under both the classical and mod- 
ern theories, the person is to be 
considered impotent and if the 
condition is to be judged perman- 
ent, the impediment of impotency 
is thought to be present. 


If, during a pre-marital physical 
examination, it is found that the 
individual suffers from _ bilateral 
undescended testicles at least of 
the intra-abdominal variety, and 
if, on questioning, the patient ad- 
mits that he has never experienced 
an erection or at least has not ex- 
perienced one for an extended 
period of time, and if no remedy is 
known for this condition, it would 
appear that such a person should 
be prevented from contracting 
marriage because the impotency 
would be thought certain and thus 
the excepting clauses of Canon 
1068, Section 2, which refer to 
doubtful cases, could not be in- 
voked. 


The efficacy of synthetic andro- 
gen administration must be care- 
fully appraised. In many instances 
the effects may be dramatic. As a 
result of scientific and clinical in- 
vestigations its value is being more 
and more recognized. This aspect 
will be discussed in greater detail 
in relation to the castrate and 
hypergonad individuals. It can be 
stated that, in the cryptorchid with 
androgen deficiency, the adminis- 
tration of the proper hormone may 
result in ability to carry out the 
sex act in the previously impotent 
male. In the subject of impotence 
as an impediment to marriage, 
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however, we must again emphasize 
the necessity for proof of its value 
in the specific case involved. 


In cases of bilateral orchiectomy 
no testicular function remains. If 
surgery were performed prior to 
marriage the person is considered 
to be canonically impotent under 
the terms of the Gasparri opinion 
because there can be no testicular 
component in the ejaculate. The 
spermatogenic and hormonal func- 
tions of the testes are thus elimin- 
ated. The secondary male sex 
characteristics will gradually dis- 
appear along with the natural 
libido so that the accomplishment 
of the sex act becomes impossible 
unless something is done to retain 
these by androgen therapy. As 
mentioned above, in the recently 
orchiectized, androgenic function 
may be sustained by testosterone 
therapy and there may be no 
change in the sex characteristics 
and urges and the individual may 
be capable of normal erection and 
ejaculation. Such a person is to 
be thought potent at least in the 
understanding of the modern opin- 
ion because he is capable of erec- 
tion and insemination, even though 
the semen lacks any testicular com- 
ponent. 


There are many victims of bi- 
lateral orchiectomy who do not 
react favorably to the testosterone 
program and, in the light of pres- 
ent knowledge, there is no ade- 
quate explanation. It has been as- 
sumed by some investigators that 
the reason is psychic and that the 
individual subconsciously refuses 
to accept or become reconciled to 
his unusual situation. It is very 
probable, however, that the un- 
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known X is generally the factor 
as is true in many patients’ failure 
to respond to therapeusis in medi- 
cal entities. 


If testosterone properly admin- 
istered and maintained without in- 
terruption over a reasonable period 
of time does not produce benefi- 
cial results, the individual who has 
undergone bilateral orchiectomy is 
to be considered permanently im- 
potent under both opinions since, 
on the one hand, he cannot expe- 
rience erection and, on the other 
hand, he cannot deposit a semen 
that has been produced in the 
testicle. Obviously, this presumes 
that the condition was antecedent. 


Interpretation of the efficacy of 
testosterone medication is in many 
instances difficult. The status of 
the individual prior to therapy 
must be determined. Have the ef- 
fects of orchiectomy been manifest 
by changes in the secondary sex 
physical signs? Have the normal 
sex concupiscences been affected? 
If deteriorative changes have been 
demonstrated prior to the institu- 
tion of the hormonal replacement 
program and there is a return to- 
wards normalcy the prognosis is 
optimistic. An increase in the urin- 
ary 17 ketosteriods and a normal 
gonadotrophic liter is also a sig- 


nificant guide. Precise questioning . 


of the involved male as to his libido 
and sex abilities must be carried 
out and the credence of the in- 


dividual must be established. 


If an individual has undergone 
a bilateral orchiectomy prior to a 
comtemplated marriage and does 
not respond to therapy then there 
is a certainty that he is permanent- 
ly impotent under both opinions, 
and he is to be forbidden to marry. 
However, if doubt exists as to 
whether or not the testosterone 
will be effective, he is to be allowed 
to marry but the marriage could 
conceivably be declared null and 
void at a later time when it is clear 
that the hormone therapy has not 
been beneficial and the patient con- 
tinues to be unable to perform the 
sex act. 


Hypogonadism—diminished or 
absence of gonadal function—is an 
important factor in male impotence. 
It is at times mistaken for simple 
obesity, but, on the other hand, 
undergrowth and _ malnutrition 
have been erroneously diagnosed 
as hypogonadism because of as- 
sociated depression of genital 
growth. True hypogonadism is 
constantly related to defective hor- ~ 
monal mechanisms involving the 
pituitary, the testes, or both. In 
their severest expression these dis- 
turbances result in eunuchoidism 
with complete failure of sperma- 
togenesis and endocrine produc- ‘ 
tion, while, in the less severe 
instances, the defects may involve 


only one category of testicular 
function. 


(To be concluded next issue ) 
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Cur rent Liter ature: Titles and Abstracts 


The purpose of this department in THE LINACRE QUARTERLY is fo 
make available by titular listing such current articles as are thought 
to be of particular interest to the Catholic physician by virtue of their 


moral, religious, or philosophic implications. 


It is not limited to the 


medical literature although, of necessity, this source is the most fruitful. 
When abstracts appear, they are intended to reflect the content of the 
original article. Parenthetical editorial comment may follow the abstract 


if considered desirable. 


Kiskadden, W. S.: Physicians and the 
world’s hidden crisis, Am. J. Surg., 95: 
211-215, February, 1958. 


Writing principally as a demographer, 
the author advocates birth-control as the 
answer to ‘the world’s hidden crisis,” 
overpopulation. He concludes, “Super- 
stition, taboos, and religious and _tradi- 
tional fixations are forces too powerful 
to be overcome quickly. The best pres- 
ent hope lies in educating the middle 
class group ... to the truth that over- 


population threatens national security 
and prosperity.” 
Moynihan, J. F. (S.J.): Catholics and 


neurosis, Spiritual Life, 3: 247-256, 


December, 1957. 

Father Moynihan discusses neuroses 
within the frame-work of Catholicism, 
and states ° . in the long run, the 
confronting of anxiety, which is the core 
of neurosis, depends on what the indi- 
vidual regards as of value to himself and 
to his existence. In other words, there is 
a relationship between neurosis and one’s 
system of values, one’s philosophy and 
theology of life. For whatever may have 
in the past been alleged to be the chief 
factor contributing to the development of 
neurosis, there is a growing consensus 
among current psychiatrists that today 
it is basically an anxiety over the mean- 
ing of life.” , 


Pincus, G., Rock, J., Garcia, C-R., Rice- 
Wray, E., Paniagua, M., and Rodri- 
guez, Iris: Fertility control with oral 
medication, Am. J. Obstet, and Gynec., 
75: 1333-1346, June, 1958. 

“Enovid” (norethynodrel and ethyny]l 
estradiol 3-methyl ether) was shown to 
be effective oral contraceptive, pregnancy 
occurring in none of 265 Puerto Rican 
women who adhered to the prescribed 
regimen. 
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Contributions from readers are invited. 


Gibbons, W. J. (S.J.): Antifertility drugs 
and morality, America, 98: 346-348, 14 
December, 1957. 


Gibbons, W. J. (S.J.) and Burch, T. K.: 
Physiologic control of fertility; process 
and morality, Am. Eccl. Rev., 138: 
246-277, April, 1958. 

In the above two articles the moral 
implications of anti-fertility drugs are 
fully and authoritatively discussed. 


Zilboorg, G.: Psychiatry’s moral sphere, 
America, 99: 308-309, 7 June, 1958. 
In this brief but scholarly paper the 

author reviews the Church's attitude to- 

wards modern psychiatry, particularly as 
expressed in the discourses of the late 

Pope Pius XII. 


Lifschutz, J. E.: Hysterical stigmatization, 
Am. J. Psychiat., 114: 527-531, Decem- 
ber, 1957. 

The writer summarizes the history of 
stigmatization from the time of St. Fran- 
cis of Assisi to the present, including the 
case of Theresa Neumann, and adds an 
instance of non-religious stigmatization. 
He leans toward “the classical psycho- 
dynamic interpretation of hysterical stig- 
mata by Fenichel and Ferenczi’ in which 
they are viewed as hysterical ‘material- 
izations.” 


Craig, R. D.: Sexual sterilization, Am. J. 
Obstet. and Gynec., 74: 328-340, Aug- 
ust, 1957. 

This article represents “a survey of 
the pertinent literature on sexual steril- 
ization for the past 25 years.’ Emphasis 
is on the physical, psychiatric, and legal 
aspects. Ethical factors are not discussed. 


Fabing, H. D.: Epilepsy and the law, 
Med. Clin. N. A., 361-373, March, 
1958. 

The writer reviews epilepsy from the 
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legal aspects, and discusses eugenic mar-~ 
riage laws, sterilization laws, and work- 
man’s compensation laws in relation to 
this disease. He concludes in part as 
follows: “Laws prohibiting the right of 
epileptics to marry occur in 16 of the 
United States. Although their enforce- 
ment is neglected in large measure, an 
equal number of states have laws which 
call for the sterilization of part or all of 
their epileptics. The advances in under- 
standing and in treatment of the epileptic 
in recent years indicate that these laws 
are unsound and should be repealed.” 


Westberg, G. E.: Advice to the family 
on being given diagnosis of cancer, 
Med. Clin. N. A., 563-568, March, 
1958. 

The recurring problem of how best to 
manage the personal and emotional crises 
attendant upon establishing a diagnosis 
of cancer in a patient is given thoughtful 
and sympathetic treatment in this paper. 
The approach is consonant with sound 
Christian principles and the ‘“always- 
never’ pitfall is avoided. The author is 
a minister who is Professor of Religion 
and Health at the University of Chicago. 


Krugman, S. and Ward, R.: Rubella; 
demonstration of neutralizing anti-body 
in gamma globulin and re-evaluation of 
the rubella problem, New Eng. J. Med., 
259-16-19, July 3, 1958. 

The risk of congenital malformation 
following maternal rubella contracted in 
the first trimester of pregnancy is un- 
certain but is probably in the range of 
10 to 12 per cent. The earlier estimates 
of 90 or more per cent were based on 
retrospective studies which were initiated 
with the damaged infant; normal off- 
spring, therefore, did not come to the at- 
tention of observers. A more precise 
estimate of the incidence of malformation 
will depend on future well-controlled 
prospective studies. The authors believe 
that therapeutic abortion may be indi- 
cated but stress ‘the need to consider 
each case _in the light of its individual 
merits.’ They recommend the deliberate 
exposure of young girls to German 
measles as the best present method of 
preventing teratogenic rubella. 


White, P. D.: Genes, the heart and des- 
tiny, New Eng. J. Med., 256: 965-969, 
May 23, 1957. (Annual Discourse pre- 
sented at the Annual Meeting of the 
Massachusetts Medical Society, Boston, 
May 21, 1957). 

The dean of American cardiologists, 
in a plea for the closer study of genetic 
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elements in the development of heart 
disease, both congenital and acquired, 
pays tribute to the efforts of the Church 
in stimulating scientific investigation of 
cardiac illness. He states, “The leaders of 
the church often tried to combat the 
fatalism of the day. Even as recently as 
two hundred and fifty years ago, in the 
late winter of 1705 to 1706, in Rome 
sudden deaths were attributed to the 
supernatural, in brief to God's displeasure 
with the Romans. It took the combined 
efforts of Pope Clement XI and Lancisi, 
his learned physician, to prove by au- 
topsy that the sudden deaths were the 
result of natural causes.” 


Kelley, Sister M. William, I.LH.M.: The 
incidence of hospitalized mental illness 
among religious sisters in the United 
States, Am. J. Psychiat., 115: 72-75, 
July, 1958. 

(Author’s Summary) “The findings of 
this study by no means nullify Father 
Moore's earlier hypothesis that prepsy- 
chotic personalities may be attracted to 
the religious life on the basis of what 
they think it will be. The apparent in- 
crease in mental disorder among ‘active’ 
religious, however, suggests that factors 
of stress may be contributing more to 
eventual breakdowns than was previously 
supposed.” 


Gorenberg, H. and Chesley, L. C.: Rheu- 
matic heart disease in pregnancy; the 
remote prognosis in patients with 
“functionally severe” disease, Ann. Int. 
Med., 49: 278-304, August, 1958. 
The authors discuss at length the prob- 

lem of rheumatic heart disease in preg- 
nancy and state: “The final conclusion 
would seem to be that if a patient with 
a rheumatic heart disease is seen early 
enough in pregnancy to be aborted ther- 
apeutically, she has been seen early 
enough to be given good prenatal care 
and thus be allowed to complete a suc- 
cessful pregnancy which will not shorten 
her life.” 


The writers mention six rules in the 
care of the pregnant woman with rheu- 
matic heart disease: 

1. All pregnant women: with cardiac 
disease need extra bed rest. 

2. Cardiacs over 25 years of age 
should be seen weekly. 

3. All patients in Class III or IV prior 
to pregnancy are hospitalized from the 
first visit to the clinic onward regardless 
of how well they seem. 

4, All patients with a history of pre- 
vious decompensation are hospitalized 
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When first seen and kept at absolute bed 
est for the remainder of the pregnancy. 

5. At the first sign of any decrease in 
ardiac reserve the patient is hospitalized 
nd placed at absolute bed rest for the 
emainder of her pregnancy. 

6. Surgical intervention is contraindi- 
i 


They conclude: “We believe that the 
idence presented shows unequivocally 
at therapeutic abortion is unnecessary 
‘ad cesarean section not indicated.” 


3urwell, C. Sidney, M.D. and Metcalfe, 
James, M.D.: Heart Disease and Preg- 
nancy: Physiology and Management, 
8°, cloth, 352 pp., with 44 illustrations 
and a frontispiece. Boston: Little, 
Brown and Company, 1958. $10.00. 


In his review of this comprehensive 
york for the New England Journal of 
Vedicine, Dr. Walter Abelmann of the 
deart Station of the Boston City Hos- 
ital states, “It is most gratifying to read 
hat with the authors’ principles of man- 
igement, the prognosis for maternal sur- 
fival through pregnancy, labor and the 
ost-partum period approaches 99 per 
ent and that interruptions of pregnancy 
n cardiac patients have been reduced 
rom over 15 per cent in 1950 to less 
han 5 per cent in 1956.” 


sarton, Richard T., M.D.: Religious Doc- 
trine and Medical Practice. With a 
foreword by Raymond B. Allen, M.D. 
8°, cloth, 107 pp., Springfield, Illinois: 
Charles C. Thomas, 1958. $3.75. 

As reviewed for the New England 
ournal of Medicine this book aims “to 
ecord for easy reference the customs 
nd teachings of the great religions of 
he world as they relate to Western 
1edical practice.” 


idited by Winfield Best and Frederick S. 
Jaffe: Simple Methods of Contracep- 
tion: An Assessment of Their Medical, 
Moral and Social Implications. With a 
foreword by R. Gordon Douglas, M.D., 
president, American College of Obste- 
tricians and Gynecologists, 8°, cloth, 
64 pp., with several illustrations and 7 
tables. New York: Planned Parent- 
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hood Federation of America, 
1958. 25c. 


Inc., 


Ladimer, I.: Human _ experimentation; 
medicolegal aspects, New Eng. J. Med., 
257: 18-24, July 4, 1957. 


This is an excellent survey of the med- 
ical and legal background of human ex- 
perimentation, and includes a brief dis- 
cussion of ethical factors as well. 


Laros, C. D.: Pregnancy after pneumon- 
ectomy for pulmonary tuberculosis; 
analysis of a collected series of seventy- 
four pregnancies in the Netherlands, 
Am. Rev. Tuberc. and Pul. Dis., 78: 
563-568, October, 1958. 


After reviewing the obstetric history 
of seventy-four women who had under- 
gone pneumonectomy for pulmonary 
tuberculosis, the writer concludes that 
pregnancy is well-tolerated by such pa- 
tients if the pulmonary status is stable 
and there is no cardio-respiratory insuf- 
ficiency. He feels it advisable, however, 
to limit the total number of pregnancies 
in this situation because the demands of 
a large growing family may possibly be 
beyond the mother’s physical capacity. 


An editorial by Dr. Walter Alvarez 
(“When efforts to prolong life may be 
unwise,” Modern Medicine, 15 February, 
1958, page 10) has stimulated an inter- 
esting spate of correspondence in that 
journal. The same theme has been dis- 
cussed by Dr. Martin Donelson, Jr. 
(“Overtreatment of the hopelessly ill 
patient,” Current Medical Digest, Sep- 
tember, 1958, p. 46) and Dr. William 
B. Bean has contributed an excellent 
piece on a related topic (Bean, W. B.: 
On death, A.M.A. Arch. Int. Med., 101: 
199-202, February, 1958). 


Readers interested in submitting 
abstracts, please send to: 


Eugene G. Laforet, M.D. 
170 Middlesex Rd. 
Chestnut Hill 67, Mass. 


Dr. Laforet is chairman of the 
committee to prepare these abstracts 
and will welcome contributions to 
this section. 


MINUTES ~ EXECUTIVE BOARD MEETING 


NATIONAL FEDERATION OF CATHOLIC PHYSICIANS’ 
GUILDS 


WINTER MEETING ~— DECEMBER 6-7, 1958 
LEAMINGTON HOTEL MINNEAPOLIS, MINNESOTA 


* * * * 


ROLL CALL 
Officers present: 
William J. Egan, M.D. — President 
Eusebius J. Murphy, M.D. — First Vice-President 
Joseph E. Holoubek, M.D. — Second Vice-President 
Clement P. Cunningham, M.D. — Third Vice-President 
Daniel A. Mulvihill, M.D. — Honorary President 


Affiliated Guilds represented: 
Los Angeles, Calif. — Bernard J. O'Loughlin, M.D. 
Rock Island, Ill. — F. E. Bollaert, M.D. 
Dubuque, Iowa — T. J. Greteman, M.D. 
Wichita, Kansas — B. N. Lies, M.D. 
Shreveport, La. — Rev. Marvin Bordelon 
Boston, Mass. — William J. Egan, M.D. 
St. Cloud, Minn. — Joseph B. Gaida, M.D. 


Great Falls, Mont. — Robert J. McGregor, M.D. 
Albany, New York — William J. Fitzgerald, M.D. 
Brooklyn, New York — George F. Price, M.D. 
Bronx, New York — Daniel J. McAuliffe, M.D. 
New York, N. Y. — Daniel A. Mulvihill, M.D. 


Rockville Centre, N. Y. — Gerald P. J. Griffin, M.D. 

Buffalo, New York — Charles A. Bauda, M.D. 

Minneapolis, Minn. — F. J. Sweetzer, Jr., M.D. 
Joseph I. Hamel, M.D. 

Sioux Falls, So. Dakota — E. H. Kilbride, M.D. 

Milwaukee, Wisconsin — M. B. Byrnes, M.D. 


Others: 


Rt. Rev. Msgr. Donald A. McGowan — Moderator 


Rev. J. J. Flanagan, S.J. — Editor, THE LinAcRE QUARTERLY 
M. R. Kneifl — Executive Secretary 
Miss Jean Read — Assistant Secretary 


Sessions of the Federation Executive 
Board convened at 9:30 a. m. on Satur- 
day, December 6, with reading of the 
minutes of the annual meeting held in 
San Francisco, California, June 25, 1958. 


President’s Report 


Tribute was paid to Pope Pius XII for 
his many allocutions contributing to the 
welfare of the medical profession and 
those in allied fields. (See Dr. Egan's 
article “Pius XII: Pope of Medicine” in 
the November, 1958 issue of THE Lin- 
ACRE QUARTERLY.) Allegiance was 
pledged to Pope John XXIII and con- 
gratulations extended to the new United 
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States Cardinals, His Eminence Richard! 
J. Cushing and His Eminence John F,. 
©' Hara: 


Many areas were contacted for the: 
formation of Catholic Physicians’ Guilds. , 
The “White Mass” was promoted in all| 
sections of the country and Canada. 

Several priest-physicians in missionary ’ 
countries were accorded honorary life: 
membership in the Federation of Catholic: 
Physicians’ Guilds. 


Report of the Moderator 


Report was made of the First Catholic : 
International Health Conference held in) 
Brussels, July 27-August 4, 1958. Various | 
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health groups—hospitals, doctors, nurses, 
and pharmacists — had their own work- 
ing sections, joining together for a final 
session, Resolutions urged further co- 
operation among the represented groups; 
helping under-developed countries; assist- 
ance to health care institutions, hospitals, 
libraries and others financially, and en- 
couragement of young doctors in Europe 
‘to work in the Missions, training natives 
in health care. 

Contact was made by a priest visiting 
America from China to organize a Cath- 
olic Physicians’ Guild in Hong Kong. 
There are several hundred potential mem- 
bers in the area. 


Messages of condolence on the death 
of Pope Pius XII and congratulations on 
the election of Pope John XXIII were 
sent to Rome and duly acknowledged. 

Observations re joining the National 
Council of Catholic Men were outlined. 
It was pointed out that members of Cath- 
olic Physicians’ Guilds do belong to 
their own parish groups and this would 
be a duplication of effort. Motion to 
negate the vote in San Francisco at the 
June Executive Board Meeting was made; 
seconded and passed. 


THE LINACRE QUARTERLY 


Report of 1958 circulation was made: 


February — 8,946 mailed 
May — 9,218 mailed 
August — 9,335 mailed 


November — 9,588 mailed 


Material for the journal always wel- 
come for publication. An abstract sec- 
tion is to be added with February, 1959 
issue. In Los Angeles, California, an 
essay contest among medical students is 
being sponsored to stimulate interest in 
writing. Dogmatic theology to strength- 
en spiritual life was suggested as a topic 
for writing, to augment medico-moral 
issues. Research as part of the apostolate 
was suggested as another subject. 

It was recommended that the editorial 
board and scope of THE LINACRE QuaAR- 
TERLY be enlarged. It was suggested that 
material in the journal be read as part 
of the planned program of Guild meet- 
ings. To stimulate subscriptions, it was 
voted to advertise in appropriate outside 
journals. Mailing lists of allied fields 
will be explored. 


Membership Report 

Some 5,424 Catholic physicians and 
dentists belong to 76 Guilds affiliated 
with the Federation. It was reported that 
many Guilds have been formulated 
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through hospital contacts. The “White 
Mass” has been a stimulating influence 
for these groups. The support of the 
ordinary of the diocese is a prime factor 
in the welfare of Guilds. 


A new promotion brochure is to be 
prepared that will define the objectives 
of the Federation and Guilds, relate the 
history, outline projects, and give other 
informative data. 

A newsletter “Guilds in Action” will 
be issued periodically and mailed to all 
Federation members. The publication will 
report activities, suggest projects, etc. 


National Federation Constitution 

With one change, the ratification of 
the revised constitution of the National 
Federation of Catholic Physicians’ Guilds 
was effected. Article IV, Section 1, 
reading: ‘Active constituent Guilds shall 
pay yearly fees of $25.00, per Guild, to 
cover affiliation with the National Fed- 
eration,’ by vote, was changed to read: 
“Active constituent Guilds shall pay 
yearly fee of $1.00 per capita, for all 
members, to cover affiliation with the 
National Federation of Catholic Physi- 
cians’ Guilds.” 


Federation Exhibit 

The Federation will again exhibit at 
the A.M.A. convention in Atlantic City, 
June 8-12, 1959. Changes in the display 
were authorized. Guild members in the 
eastern part of the nation will be asked 
to take responsibility for manning the 
booth. 


Executive Board Meeting 

The annual Executive Board Meeting 
will be held in Atlantic City, June 10, 
1959. Election of officers will be held. 
Plans for a Memorial Mass will be made 
by a committee of the officers. A re- 
ception or dinner will also take place. 


Pope Pius XII Publication 

To perpetuate the many pronounce- 
ments of Pope Pius XII for the welfare 
of the medical profession and allied fields, 
consideration is being given to publishing 
these important papers. 


Health of Religious 

It was recommended that a committee 
be appointed to study the health of re- 
ligious and report findings to those re-~ 
sponsible for their care. Guild members 
would be requested to work with hospi- 
tals in local areas when advice sought. 
Superiors appraised of available assist- 
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ance would be of benefit to The Catholic 
Hospital Association. 


Booklet Distributed by Planned 
Parenthood Group 


The Planned Parenthood group distrib- 
uted a large quantity of a booklet to 
physicians throughout the country, the 
content of which advocated birth control. 
To refute the statements, it was decided 
not to make a national issue of the mat- 
ter, but to present positive, scientific data 
on the local level. 


As a future aid to meet such contro- 
versies on the proper level, a Public Re- 
lations Committee was appointed with Dr. 
Daniel A. Mulvihill of New York City 
as chairman and including Dr. George 
Price of Brooklyn, Dr. Arthur J. Wall- 
ingford of Albany, and two others to be 
named later. Mobilizing such a committee 
to study situations that develop, in the 
light of their proper perspective, and ad- 
vise the Federation will insure judicious 
public statements. 


New York City Hospitals Problem 


The care of obstetric patients in New 
York City hospitals causing national pub- 
licity in recent weeks was a topic of 
discussion. The New York area Guilds 
were asked for a statement in the matter 
of the controversy over dissemination of 
birth control information and devices in 
municipal institutions. It was agreed that 
the issue should have been approached 
on the medical level only. The history of 
the New York problem will be on file 
with the Public Relations Committee to 
be sent out at the request of local Guilds, 
should a repetition occur in other areas 
of the country. 


Survey of Catholic Hospital Staff Needs 


A questionnaire sent to Catholic hos- 
pitals asking that areas of medical staff 
needs be indicated is being studied in an 
endeavor to encourage Catholic physi- 
cians now in heavily populated sections 
of the country to go to other areas where 
help is urgently sought, to set up prac- 
tice. Dr. James E. Bowes, of Salt Lake 
City, Utah, conducting the survey, will 
present his findings in a future issue of 
THE Linacre Quarterty. 


Finances 


The 1958 financial statement of the 
Federation of Catholic Physicians’ Guilds 
was examined and the proposed budget 
for 1959 approved. 


28 


Dr. Daniel A. Mulvihill, chairman of 
the Silver Jubilee Committee of the Na- 
tional Federation of Catholic Physicians 
Guilds, presented a certified check in the 
sum of $4,361.75 for the general treasury. 
This sum represents the balance on hand 
in the Committee account of all monies 
collected for the celebration of the Silver 
Jubilee of the organization in New York 
in June, 1957, after the payment of all 
known indebtedness and obligations in- 
curred by the Committee in carrying out 
its objective. The bank account was kept 
open until December 1, 1958 to allow for 
the possibility of delayed or overlooked 
financial obligations. A vote of thanks 
was again accorded Dr. Mulvihill and his 
Committee for their splendid work in 
making the anniversary celebration the 
great spiritual, social, and financial suc- 
cess that it was. 


Committee Reports 


The Projects Committee suggested ac- 
tivities to increase the spirituality of the 
member groups. Those pointed in that 
direction include: preparation to conduct 
Cana Conferences; work with priest 
groups; days of recollection; Memorial 
Masses for members of State Medical 
Societies; a Holy Hour for members; 
assist with the education of priests and 
seminarians in medical matters. 


Guild Reports 


Guild representatives present gave an 
account of their year’s activities. Reports 
will appear in the bulletin ‘‘Guilds in 
Action.” 


Thomas Linacre Award 


It was voted to make this Award in 
June each year, selection to be made from 
articles included in THe LinacrE Quar- 
TERLY during the previous calendar year. 
The 1958 Award will be made in Atlantic 
City in June, 1959, 


Other Business 


The matter of paramedical groups 
joining the Federation was discussed. It 
was determined that local Catholic Physi- 
cians’ Guilds may admit individuals as 
members of their own organizations, but 
as organized Guilds no delegate could 
represent them nor hold office in the 
National Federation. 

Foreign internes and residents com- 
pleting their work in the United States 
and returning home wish to maintain 
associate membership. For these a mem- 
bership card is to be prepared. 
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Sister-physicians were voted honorary 
membership in the National Federation. 
Scrolls will be prepared for them. 

*~ * * * 


Rt. Rev. Msgr. Donald A. McGowan, 
Moderator of the Federation, was hon- 
ored at dinner on Saturday evening, on 
the occasion of his twenty-fifth anniver- 
sary in the priesthood. 

Dr. Joseph J. Toland, Jr. was named 
Catholic Physician of the Year. Absent 
because of illness, the Award is to be 
delivered to Dr. Toland at his home in 


Philadelphia. Well known as a surgeon, 
Dr. Toland is also a leader in Catholic 
Action, deeply interested in the work of 
the missions. 


On Sunday morning, Executive Board 
members, their wives and friends assisted 
at Monsignor McGowan’s Mass in the 
chapel of St. Mary’s Hospital in Min- 
neapolis. Breakfast followed and the 
remainder of the Board meeting was held 
in the lounge of the nurses’ home. 
Adjourned: 1:30 p. m. 


December 7, 1958 


Practice #uaclable... 


Pierce City, Missouri, a town located in the Ozark mountain region, is urgently 
in need of a general practitioner. The population is 1,200. Agriculture is the main 
industry but there are other commercial enterprises. A furnished office would be 
available. St. Vincent's Hospital is five miles away, at Monett, Missouri. Write 
to Mr. Kieth Stotts, president of the Chamber of Commerce, Pierce City for further 
particulars. 


* * *~ * ~ 


A letter from Rev. Raymond Ryan, O.F.M., Cap., chaplain of St. Anthony’s 
Hospital, Hays, Kansas, advises of the need for Catholic physicians in this city. 
Further particulars can be obtained by addressing Father Ryan at St. Joseph's 
Church in Hays. 


* * * * * * 


Texas has sent an appeal. The Family Life Bureau, NCWC, Washington, D.C., 
has received a letter from Rev. Andrew Marthaler, St. Joseph Church, P. O. Box M, 
Rowena, Texas, reading, in part, as follows: 

“In this large country community, we have a spread-out population. Right 
here the people are predominantly German and Catholic. Our doctor is elderly 
and about to retire. I’ve been wondering if ever you receive requests from 
doctors for the old type country-style practice. If such a rarity does occur, 
I'd like for you to refer them to me. 

We do seem to have several wonderful openings in this country place for 
some enterprising young men. They would require some of the ‘country-style’ 
ability and talent. Right now we have a crying need for a good old-fashioned 
‘blacksmith’ type man. Such a person probably would be swamped with work 
in no time at all.” 

Father Marthaler would be glad to hear from any interested physician. 


* * * * * * 
There are at least twenty-five Catholic hospitals throughout the country in urgent 
aeed of anesthesiologists. Catholic physicians interested, contact Rev. J. J. Flanagan, 


5.J., Executive Director, The Catholic Hospital Asociation, 1438 So. Grand Blvd., 
St. Louis 4, Mo., for particulars. 
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Roll Call 


CATHOLIC PHYSICIANS’ GUILDS 


The listing below gives the name of the president and moderator of each Catholic 
Physicians’ Guild affiliated with the Federation. These groups constitute the national 


organization. 


ALABAMA 


Mobile 
President 


Cuar es D. Terry, M.D. 
726 Fulton Avenue 


ARIZONA 
Phoenix 
Rosert E. T. Stark, M.D. 
2021 No. 24th St. 
CALIFORNIA 
Los Angeles 


THomas E. Have, M.D. 
1328 - 22nd Street 
Santa Monica 


Sacramento 
ArtHur F. Wa tace, M.D. 
Forum Building 
COLORADO 
Denver 
Tuomas H. Fotey, M.D. 
1934 E. 18th Avenue 
CONNECTICUT 
New Haven 


Davio Conway, M.D. 
1427 Chapel St. 


Norwich 
Henry A. ArcHAMBAULT, M.D. 


2 No. 2nd Ave. 
Taftville, Conn. 


Stamford 
Vicror Mutraire, M.D. 
22 Sound Avenue 
DELAWARE 
Wilmington 
Joun G. Grarr, M.D. 
1407 Woodlawn 
FLORIDA 
Miami 
Epwarp J. Lautu, Jr., M.D. 
2121 Biscayne Blvd. 
ILLINOIS 
Belleville 


MattTuew B. Elsece, M.D. 
632 Alhambra Court 
E. St. Louis 
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Moderator 
Rev. P. H. Yancey, S.J. 


Rev. JOHN P. DoraANn 


Rr. Rev. Mser. J. J. TRuxaw 


Rr. Rev. Mscr. THomas MARKHAM 


Very Rev. Mscr. Davin MALONEY 


Rev. JoHN C. Knott 


Rr. Rev. Mser. JouHN J. Reity, V.G. 


Rr. Rev. Mscr. N. P. CoLteman 


Rev. EuGeNE CLARAHAN 


Rey. JAMEs J. WALSH 


Rev. CLEMENT G. SCHINDLER 
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Peoria 


WILLIAM F. CHAMBERS 
306 Cass 


Rock Island 


F, E, Bo.tiagrt, M.D. 
1300 18th Avenue 
E. Moline 


{NDIANA 
Evansville 
Douctas Giorcio, M.D. 
St. Mary’s Hospital 
Fort Wayne 


Carroiyt O'Rourke, M.D. 
604 W. Berry Street 


Hammond 


JouN Nicosia, M. D. 
701 Main St. 
E. Chicago, Indiana 


IOWA 

Davenport 
CuHar.es E. Brock, M.D. 
2668 Ripley St. 

Dubuque 
Tuomas F. THorNTON, Jr., M.D. 
505 Black Building 
Waterloo 

Sioux City 
Raymonp J. Dutine, M.D. 
937 Badgerow Bldg. 


KANSAS 
Wichita 
B. N. Lizs, M.D. 
Colwich, Kansas 


KENTUCKY 
Louisville 


J. RanboLpH Buskirk, M.D. 
1329 Story Ave. 


LOUISIANA 
Alexandria 
Exuiott C. Roy, M.D. 
Mansura, La. 
Baton Rouge 
Ben F. THompson, M.D. 
3347 Government Street 
Lafayette 
Nicuotas Otrvier, M.D. 
510 St. Landry St. 
New Orleans 
Warren Hesert, M.D. 
1521 Washington Ave. 
Shreveport 
CriaupE V. Pasquier, M.D. 
940 Margaret Place 


Fesruary, 1959 


Rey. WALTER BUCHE 


Rev. JoHN O’CoNnNoR 


Rr. Rev. Mscr. THos. J. Clark 


Rev. ALBERT SENN, O.F.M. 


Rev. RopertT EMMONS 


Rev. JoHN P. DoLan 


Rr. Rey. Mscr. T. J. GANNON 


Very Rev. Mscr. W. B. BAUER 


Rev. Patrick J. Hotioran, S.J. 


Rev. BERNARD BOONE 


Rev. Paut E. Conway 


Rr. Rev. Mscr. H. P. Loumann, V.P. 


Very Rev. BERNARD VOGLER 


Very Rev. T. U. Botpuc, S.M. 


Rev. Marvin J. BorDELON 
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Southwest Louisiana 
(Lake Charles) 
Davi Burttross, Jr., M.D. 
St. Patrick’s Hospital 
Lake Charles, La. 


MAINE 


Portland 
Francis M. Dootey, M.D. 
53 Deering Street 


MASSACHUSETTS 

Boston 
Wi.uiaM J. Sutiivan, M.D. 
195 Ashmont St. 
Dorchester, Mass. 

Fall River 
Francis J. D’Errico, M.D. 
130 Rock Street 

New Bedford 
ArtuHur Buck ey, M.D. 
319 A. Union Street 

Pittsfield 
J. RypER Neary, M.D. 
441 West St. 


MICHIGAN 

Detroit 
E. G. Nepwicxi, M.D. 
21920 W. Outer Drive 
Dearborn 8, Mich. 

Grand Rapids 
ArTHuR TEssEINE, M.D. 
1328 Madison Avenue, S.E. 


Saginaw 


THomas V. KreTscHMER, M.D. 


305 Wiechmann Bldg. 


MINNESOTA 
Minneapolis 
WILLIAM D. REMoLE, M.D. 


701 Physicians’ & Surgeons’ Bldg. 


St. Cloud 
JosepH B. Gaipa, M.D. 
207 St. Mary’s Bldg. 
MISSOURI 
Kansas City 
Timotuy S. Bourke, M.D. 
306 E. 12th St. 
St. Louis 
Rosert F. Hickey, M.D. 
Missouri Theatre Bldg. 
MONTANA 
Great Falls 
Harry W. Power, M.D. 
Barber-Lydiard Building 
NEBRASKA 
Omaha 


Frank D. Donauus, M.D. 
273 Aquila Court 
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Rr. Rev. Mscr. L. H. Boupreaux, S.T.D. 


Rev. Tuomas M. LEE 


Rev. Joon A. McCartny, S.J. 


Rev. DaniEL F. SHALLOO 
Very Rev. H. A. GALLAGHER 


Rev. Francis E. HILBert 


Rev. KENNETH MacKINNOoN 


Rr. Rev. Mscr. RAYMOND SWEENEY 


Rey. Francis A. JuREK 


Rev. GeorGE GARRELTS 


Rev. Patrick RILEY 


Rey. RopNEy CrewskE 


Rr. Rev. Mser. C. B. Faris 


Rr. Rev. Mscr. James J. Donovan 


Rev. Vincent Decker, S.J. 


LINACRE QUARTERLY 


EW YORK 
Albany 
CLEMENT J. Hanpron, M.D. 
115 Third St. 
Troy, New York 


Bronx 
Daniet J. McAuttrre, M.D. 
300 E. Tremont Avenue 
New York 57, N. Y. 


Brooklyn 
GerorcE F. Price, M.D. 
66 Rutland Road 


Buffalo 
L. A. DeVincentis, M.D. 
1017 Lovejoy St. 

Elmira 
James A. Mark, M.D. 
371 W. Church St. 


Rockville Centre 
Jerr J. Corerti, M.D. 
30 Guinea Woods Road 
Old Westbury, L. I., New York 


New York 
Joun L. Mappen, M.D. 
123 E. 69th St. 


Ogdensburg 
James Barry, M.D. 
704 Washington St. 


Queens County 
WILLIAM P. RILEY 
8644 105th St. 
Richmond Hill 18, N. Y. 


Staten Island 
JOHN J. Srpiey, M.D. 
780 Forest Ave. 
Utica 
STEPHEN C. F. Maunapy, M.D. 
Broadacres Sanatorium 
Westchester 
WILLIAM P. Crark, M.D. 
145 Prospect Ave. 
Mt. Vernon, New York 


IHIO 
Canton 
James J. Pacano, M.D. 
1711 Oberlin Ct., N.W. 
Cleveland 
Tuomas R. Notan, M.D. 
618 Osborn Medical Building 
Dayton 
JoHNn M. Rott, M.D. 
116 Squirrel Road 
Youngstown 
D. Epwarp PicHette, M.D. 
1005 Belmont Ave., Room 320 


KLAHOMA 
Oklahoma City 
Leo J. Starry, M.D. 
1200 N. Walker 


7EBRUARY, 1959 


Rey. Epwarp L. O’Ma.tey 


Rev. Icnatrus W. Cox, S.J. 


Rey. JAMEs H. Firzpatrick 


Rev. MicHaEL SEKELSKY 


Rev. Putri E. McGuan 


Rev. THomas McGtapg 


Rey. James J. Ronan, S.J. 


Rr. Rev. Mscr. WiLiiAm J. ArGy 


Rev. JAMEs H. Firzpatrick 


Rey. JOSEPH J. RIORDAN 


Rev. DanieEL E. LAWLER 


Rev. JOHN GOODWINE 


Rey. Wittiam H. HoHMAN 


Very Rev. Mscr. FRANCIS CARNEY 


Rey. Epwin M. LeimKuH ter, S.M. 


Rev. JosEpH Lucas 


Rr. Rev. Mscr. GitBertT HARDESTY 
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OREGON 
Eugene 
GeorcE TELLER, M.D. 
Eugene Hospital and Clinic 
1162 Willamette 


Portland 


JosepH T. Hart, M.D. 
6201 S. W. Capitol Highway 


PENNSYLVANIA 
Philadelphia 
(St. Rene Goupil Guild) 


COoNSTANTINE R. Roscog, M.D. 


7226 Castor Ave. 


(St. Francis of Assisi Guild) 
Tuomas J. Encuisu, M.D. 
1707 Ritner St. 

JosepH _M. Gameescia, M.D. 
255 So. 17th St. 


Pittsburgh 
WILLIAM F. BRENNAN, M.D. 


Jenkins Arcade 
SOUTH DAKOTA 
Sioux Falls 
Wituiam E. Donanog, M.D. 
1600 S. Western 
TENNESSEE 
Knoxville 
RosertT Brimi, M.D. 
304 Medical Arts Bldg. 
Nashville 
Puitip V. DaucHerty, M.D. 
5205 Charlotte Ave. 
TEXAS 
Dallas 
O. F. Busu, M.D. 
3707 Gaston 
El Paso 
Cuartes E. Wess, M.D. 
1501 Arizona 
Houston 
J. Winston Morrison, M.D. 
4528 Griggs Road 
San Antonio 
AvBert M. Rocgrs, M.D. 
Nix Professional Bldg. 
VERMONT 
Burlington 
pena J. Watsn, M.D. 
216 So. Union St, 
VIRGINIA 
Arlington 
DeEsmonpD O'Douerty, M.D. 


3800 Reservoir Road, N. W. 
Washington, D. C. 
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Very Rev. Epmunp J. MurNANE 


Rev. Lupovic J. DERouIN 


Rev. LAURENCE MAHER 


Rev. NELSON J. CuRRAN 


Very Rey. Mser. JosEPH G. FINDLAN 


Rev. JAMES JOYCE 


Rev. Leo C. BALDINGER 


Rev. JAMEs D, NIEDERGESES 


Rev. LAWRENCE DE FALco 
Rr. Rev. Mscr. Hucu G. Quinn 
Very Rev. Victor B. BREZIK 


Rev. THomas FRENCH 


Rev. DonaLp H. Byrnes 


Rey. JoHN J. McMaHon 
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WASHINGTON 


Tacoma 
A. P. O'Leary, M.D. Rev. CHARLES E. KELLY 
Medical Arts Bldg. 
WISCONSIN 
. La Crosse 
Howarp L. Barton, D.D.S. Rev. NormMan R. SENSKI 
La Crescent, Minn. 
Milwaukee 
Epwarp A. BacHHuser, M.D. Rev. Francis J. BisENIUS 


7504 Watson Ave. 
Wauwatosa 13, Wisc. 


i WYOMING 
| North-Central Wyoming (Sheridan) 


Jack R. Ruopes, M.D. Rev. PHitie CoLiBraro 
603 So. Main St. 


Sheridan, Wyoming 


PUERTO RICO 
Santurce 
Francisco LANDRON Becerra, M.D. Rev. Donato Cavero, S.J. 
Professional Bldg. 


CANADA 


British Columbia 
(Vancouver) 
Harry Pitts, Jr., M.D. Rev. J. A. Leany, SJ. 
1691 Somerset Cres. 


Manitoba 
(Winnipeg) 
JoHN N. R. Scatuirr, M.D. Rey. Paut L. Gorizu, O.M.I. 
Misericordia General Hospital 


The Catholic Physicians’ Guilds of Peoria, Illinois, Kansas City, 
Missouri, and Manitoba, Canada have joined the national organiza- 
tion since the last printing of this Roll Call. 


Fesruary, 1959 


Hele Uceded,.. 


Sample medicines and financial assistance would be appreciated by — 


Sister Ma. Fe Dural, O.P., M.D. 
Catholic Hospital 

23 Chung Shan Road 

Tainan, Taiwan 


A 90 bed hospital has been erected here with an out-patient department. Sup- 
plies and other aid can be addressed as above. 


* * * * * * 


An appeal from Rev. George Yahn, S.J., M.D., Sophia University, Tokyo, 
Japan, indicates a need for publications: 


“We are in need of science journals — medicine, dentistry, engineering, etc. — 
for our library. Can you aid us in gathering back issues, volumes and sets, and ask 
some of your physicians, dentists, scientists to save their journals for us? The Asia 
Foundation will ship for us from any place in the United States without charge to 
us. They refund the parcel post price (78 Ib. boxes) sent to their San Francisco 


office upon presentation of the post office receipt. 
Address: 


Mr. Jorgensen 

Books for Asian Students 
(Asia Foundation) 

21 Drumm Street 

San Francisco 11, California 


Some notice that they are for Father Yahn should be enclosed. 
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